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ABSTRACT. Objective: In the United States, many people turn to Al-
coholics Anonymous (AA) and other mutual-help groups as a fi rst source 
of help for an alcohol or drug problem, whereas others are introduced 
to AA while in treatment. Because AA and similar groups in the United 
States add to the treatment system and function without governmental 
funds, they represent an important element in ongoing care for individu-
als with substance-use disorders in the health care system. In countries 
with free (or more affordable) and more comprehensive systems of care, 
their role is less clearly defi ned. Method: In this study, we compared 
men and women from representative treatment samples from studies with 
parallel designs, one Swedish (n = 1,525) and the other American (n = 
926), to explore whether rates and correlates of attendance at 1-year fol-
low-up (63% and 78% followed) differ by gender. We explore individual 

characteristics (demographic, severity, motivational) and formal and 
informal infl uences (treatment, mutual help, coercive, social) as possible 
help-seeking correlates of attendance. Results: In both countries, similar 
proportions of men and women attended mutual-help groups. However, 
twice as many U.S. clients reported attendance. Moreover, twice as many 
U.S. clients set abstinence as a treatment goal. In multivariate models, 
having an abstinence goal, a perceived need for treatment, suggestions 
from one’s employment environment, and prior mutual-help attendance 
predicted posttreatment attendance for men and women in both coun-
tries. Gender differences were also found. Conclusions: Given the stages 
in which individuals seek care and the cyclical nature of relapse and 
recovery, mutual-help groups are an effi cient resource in the continuum 
of services. (J. Stud. Alcohol Drugs, 71, 125-135, 2010)

 Received: December 20, 2008. Revision: July 13, 2009.
 *This research was supported by National Institute on Alcohol Abuse and 
Alcoholism grant RO1 AA015927 and the Swedish Council for Working Life 
and Social Research grant 2006-0822.
 †Correspondence may be sent to Jane Witbrodt at the above address or 
via email at: jwitbrodt@arg.org. Anders Romelsjo is with the Department of 
Public Health Sciences, Karolinska Institute, Stockholm, Sweden, and was 
previously at the Centre for Alcohol and Drug Research (SoRAD), Stockholm 
University, Stockholm, Sweden.

HISTORICAL ROOTS for the 12-step and other mutual-
help fellowships we know currently in the United States 

began with Alcoholics Anonymous (AA), which was founded 
in 1935 and drew heavily from Oxford Group ideologies. 
The Oxford Group, started by an American Christian mis-
sionary in England in the early 1900s, was an international 
evangelical movement that grew into a well-known informal 
network of people by the 1930s. Although AA membership 
as a whole has become heterogeneous across time (Kurtz, 
1993; McCrady, 1998; Tonigan et al., 1996), the early mem-
bership of AA was comprised primarily of middle-class 
White men (Trice and Roman, 1970), with women at the 
time experiencing substantially higher degrees of stigma for 
their drinking than men (Kaskutas et al., 2008; Mäkelä et 
al., 1996). AA maintained a steady growth in membership 
starting in the 1960s in the United States (Room, 1993), with 
membership growth steepest in the 1970s and 1980s when 
professional treatment programs began to proliferate. This 
occurred just after federal legislation led to the establishment 
of the National Institute on Alcohol Abuse and Alcoholism in 

1970, opening public funding for treatment and stimulating 
growth in private treatment programs (Weisner and Morgan, 
1992). These programs often suggested that clients go to 
AA (or similar groups) after leaving treatment. AA in the 
United States grew from 100 members in 1940 to 478,000 
members in 1980 and 1,213,000 members in 2007 (Weisner 
et al., 1995). Today, AA members attend meetings hosted by 
53,665 registered U.S. groups (General Service Offi ce, 
2007). Since its inception, AA has become the prototype for 
numerous parallel groups in the United States (e.g., Narcot-
ics Anonymous [NA]), and it has spread internationally to 
more than 50 countries (Alcoholics Anonymous, 2008).
 One phenomenon seems to have changed over the years. 
Compared with the estimated number of problem drink-
ers in the U.S. general population and in the U.S. clinical 
populations seeking treatment, women (relative to men) 
appear to be overrepresented in AA by approximately 10%-
20%, according to an earlier international study (Mäkelä, 
1993). Furthermore, AA is used increasingly as an adjunct 
to treatment or as aftercare (Magura, 2007) and often with 
the explicit goal of providing the problem drinking man or 
woman with an ongoing nondrinking community (Institute of 
Medicine, 1990). The ubiquity of groups in the United States 
makes them a likely fi rst place many substance-dependent 
individuals turn to for help (Substance Abuse and Mental 
Health Services Administration and Offi ce of Applied Stud-
ies, 2008), although the pathway into these groups is often 
through formal treatment programs (Magura, 2007). Indeed, 
the incorporation of AA into almost all treatment programs 
in the United States today (National Treatment Center Study, 
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2005) indicates a strong endorsement by professionals to 
the disease concept of dependence and to abstinence as the 
preferred goal of treatment (Weisner and Morgan, 1992), 
an approach apparently not as widely adopted internation-
ally (Mäkelä et al., 1996, p. 186). Because AA and other 
mutual-help groups in the United States augment the formal 
treatment system without additional governmental funds, 
they represent an important element of ongoing care for 
substance-use problems. Because research on AA has been 
dominated largely by North American perspectives (Mäkelä, 
1993), comparatively less is known about how AA has been 
integrated into the continuum of care in countries with dif-
ferent patterns and perceptions of problem use and different 
systems for providing services. Sweden is a good example 
of one such country.
 Sweden’s history with AA groups began in the 1950s, 
when the fi rst group was formed in Stockholm 8 years after 
the Swedish Links, the dominant local mutual-help group 
at the time (Kurube, 1992a). The Swedish Links movement 
was also ideologically infl uenced fi rst by the Oxford Group 
and then later by the U.S. AA movement, which is refl ected 
in their seven-point program that overlays with AA’s steps. 
Unlike AA, the spiritual components are absent. As with AA, 
the Swedish Links is based on mutual support and the belief 
that alcoholism is a progressive and irreversible disease (Ku-
rube, 1998) that some are predisposed to and that the only 
way to recover is to abstain from drinking (Kurube, 1992b). 
The Swedish Links remains a viable mutual-help organiza-
tion in Sweden. From a scant literature, the most current 
estimate shows that the Swedish Links is comprised of about 
270 societies grouped within seven different Swedish Links 
organizations (Kurube, 1992b). The current membership 
estimate is more than 16,000, and about three fourths of that 
membership are men (Socialstyrelsen, 2003).
 In Sweden, AA groups and membership increased most 
dramatically during the 1980s when institutional 12-step 
treatment programs, such as the Minnesota Model treat-
ment programs, were introduced to several Nordic countries 
(Stenius, 1991). This occurred on a large scale when the 
Swedish Council on Alcoholism and Addiction was founded 
in 1983, and it endorsed the Minnesota Model treatment 
program at a time when new models of treatment were being 
sought and public funding was not a problem (Bergmark, 
1998). At fi rst, these Minnesota Model programs were gen-
erally small private units, with most clients fees paid for 
by the local municipalities. Over 10 years, these programs 
comprised 23% of all inpatient beds and a substantial portion 
of outpatient treatment. Similar to the U.S. programs, these 
programs introduced clients to the 12 steps of recovery while 
they were in treatment and encouraged them to attend AA 
groups after leaving treatment. Between 1980 and 1990, the 
number of AA groups in Sweden increased from 23 to 278. 
Currently, more than 400 AA groups, generating approxi-
mately 1,140 weekly meetings, are available in Sweden (AA 

Sweden; see www.aa.se), a country with a population about 
one-thirtieth the size of the U.S. general population. Actual 
AA membership numbers could not be found for Sweden. 
However, compared with the current U.S. membership (more 
than 1,213,000), AA groups outside the United States and 
Canada number 700,000 (General Service Offi ce, 2007). As 
in the United States, Swedish women appear to be overrepre-
sented relative to the number of female problem drinkers in 
the general population and women in professional treatment 
programs by about 10%-15% (Mäkelä et al., 1996).
 Although formal institutional 12-step treatment (i.e., 
programs such as the Minnesota Model treatment that are 
philosophically founded on the 12 steps of AA) has been the 
dominant pathway to AA in Sweden, unlike the U.S. treat-
ment system, fewer AA members serve as staff in treatment 
programs systemwide (Mäkelä et al., 1996; National Treat-
ment Center Study, 2005). Although a 12-step infl uence is 
present in many programs and staff regard outside 12-step 
groups as a viable resource, Sweden’s treatment programs 
and ideologies are diverse. Unlike in the United States, the 
majority of treatment providers in Sweden has not wholly 
endorsed the disease concept (Bergmark, 1998). Although 
clients’ drinking is addressed and abstinence, generally, is 
promoted, alcohol problems are viewed as mainly a social 
problem, and treatment is focused more broadly on integrat-
ing the problem drinker back into society by assisting with 
housing, employment, and other social service needs as part 
of treatment. 
 Why the interest in AA and other mutual-help groups? Al-
though early studies with less rigorous research methodolo-
gies found mixed results (Emrick et al., 1993; Kelly, 2003; 
Tonigan et al., 1996), accumulating research evidence from 
U.S. studies suggests that ongoing participation in mutual-
help groups (as defi ned variously by attendance or affi liative 
behaviors) is associated with better outcomes. These results 
are reported in well-documented randomized clinical trials 
that recruited treatment clients from both public and private 
programs (Ouimette et al., 1998; Project MATCH Research 
Group, 1998; Timko and Debenedetti, 2007; Witbrodt et 
al., 2007). However, only limited mutual-help research has 
focused on gender differences, and among the few studies 
conducted, fi ndings are mixed (again, methodological rigor 
needs to be considered [Alford, 1980; Bodin, 2006; Del 
Boca and Mattson, 2001; Humphreys et al., 1991; Kingree, 
1997; Moos and Moos, 2006; Moos et al., 1990; Timko et 
al., 2002]).
 In this study, we used data from two treatment stud-
ies with parallel research designs—one Swedish and one 
American—that collected comparable background and 
help-seeking data at baseline and at 1-year follow-up. For 
each sample, we tested whether men’s and women’s rates of 
mutual-help group attendance differed and whether particu-
lar help-seeking factors were differentially associated with 
posttreatment mutual-help group attendance. A side-by-side 
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cross-cultural analysis allowed us to see how two countries 
with distinct historical perspectives and systems for provid-
ing care compared on mutual-help group attendance and 
help-seeking measures. Furthermore, to help frame our con-
clusions, we describe client differences (and similarities) in 
the two samples at treatment initiation.

Method

Study sites, sampling methodology, and participants

 Swedish sample. The Swedish sample was recruited from 
Stockholm County, Sweden’s most populous county, which 
contains one fi fth of the Swedish population (1.8 million) 
and thus provides a good representation of the Swedish 
population. To reach a representative sample of the popula-
tion seeking services for alcohol and drug problems in the 
county, clients were recruited in each of two systems offering 
substance-use services: the health-based system and the so-
cial welfare-based system (Room et al., 2006). Each system 
serves an approximately equal share of all clients seeking 
specialized treatment for abuse and dependence on any day. 
All treatment is publicly fi nanced and free or very affordable 
for everyone. The health-based system is responsible primar-
ily for detoxifi cation and acute health complications from 
dependence, and the social-welfare system is responsible for 
providing adequate alcohol and drug treatment to the popula-
tion as a whole.
 Nine inpatient units (primarily detoxifi cation) and 11 
outpatient units served as recruitment sites in the health 
care system. Six suburban municipalities and four districts 
of Stockholm City, and an additional four municipalities in 
northwest Stockholm County, provided recruitment sites 
for the social-welfare system. Outpatient treatment in this 
system is provided either (a) in units wherein substance-use 
problems, as well as welfare support or child-welfare issues, 
are handled; or (b) in specialized treatment units. Some 
of them also offer adjunctive services for psychotherapy, 
outreach work, work therapy, supported housing, or training 
for daily living for individuals with substance-use disorders. 
The total sample, which consisted of 1,865 clients from the 
two delivery systems, was interviewed between 2000 and 
2002. For comparability with U.S. data, we dropped Swed-
ish clients recruited from methadone treatment, medication 
treatment (prescription drug dependence), and drug detoxifi -
cation sites from these analyses. We report here on a baseline 
sample of n = 1,525 (43% females). Among these clients, 
964 were interviewed at 1 year (63% follow-up rate; this 
somewhat lower rate needs to be considered when interpret-
ing results).
 U.S. sample. The U.S. sample was recruited from a 
single northern California county. The county represents a 
socially and culturally diverse population (approximately 
900,000), with a mix of both rural and urban areas and high 

generalizability to other parts of the United States (Weisner 
and Schmidt, 1995). Public and private treatment programs 
in the county—whose focus was not primarily drug depen-
dence (i.e., methadone programs were excluded), had a least 
one intake per week, and were the fi rst-line treatment entry 
(e.g., aftercare programs were excluded)—participated in the 
study. These programs served both insured (mostly through 
one’s employer) and uninsured (mostly unemployed or em-
ployed with insuffi cient health care benefi ts) clients.
 Study programs included two health maintenance organi-
zations (or HMOs) offering long-term outpatient treatment; 
two private hospital programs offering short-term detoxi-
fi cation and inpatient treatment, as well as lengthier day 
treatment and outpatient programs; and six public system 
programs consisting of two detoxifi cation sites, two inpatient 
programs (gender specifi c), and two outpatient programs. 
These programs primarily followed either the Minnesota 
Model philosophy that dominates the U.S. treatment phi-
losophy (Institute of Medicine, 1990), or a social-model 
treatment philosophy (Borkman et al., 1998; Kaskutas et 
al., 1999) that tends to be community-based and closely 
follows the 12 steps and traditions of AA. The total sample, 
which consisted of 926 clients from the 10 programs (38% 
females), was interviewed between the years 1995 and 1996. 
The 1-year follow-up rate was 78% (n = 722) among those 
who consented at baseline to be interviewed at follow-up.
 In both samples, consenting clients were recruited from 
consecutive treatment admissions within the fi rst 3 days of 
treatment. In-person baseline interviews were completed by 
trained interviewers, who were independent of the treatment 
programs. Follow-up interviews were conducted primarily by 
telephone, with a few completed in person. In both studies, 
weights were constructed such that the recruited sample was 
adjusted to be representative of the client fl ow in the treat-
ment systems as a whole (Kaskutas et al., 1997a; Room et 
al., 2006). Ns reported here are unweighted; statistical results 
are weighted.

Baseline and outcome measures

 A number of baseline measures were chosen to fi rst 
compare men with women within each sample at treatment 
initiation. Next, we used a subset of these baseline measures 
to test whether selected help-seeking factors differentially 
affected their mutual-help attendance in the 1-year posttreat-
ment period. Our selection of factors was guided by those 
identifi ed in previous help-seeking research with treatment 
samples (Bodin, 2006; Grant, 1996; Hasin and Grant, 1995; 
Kaskutas et al., 1997b; Koski-Jännes, 1991; Longabaugh 
et al., 2005; Morgenstern et al., 2002; Timko et al., 2002; 
Weisner, 1993; Weisner and Matzger, 2002).
 Individual characteristics. Our demographic measures 
included age, marital status (married/cohabitating vs. else), 
living with children 18 years of age or younger (yes vs. 
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no), and educational status. For comparability, educational 
categories for the Swedish sample were grouped as (a) el-
ementary through some gymnasium (sixth form/senior high 
school), (b) 3-year gymnasium, or (c) any postgymnasium 
studies. For the U.S. sample, these were grouped as (a) less 
than high school, (b) graduated from high school or received 
a general equivalency diploma (or GED), or (c) any college 
or graduated from technical school training.
 Addiction Severity Indices (ASI) were used to assess 
past-30-day alcohol, drug, psychiatric, family/social, legal, 
and medical problem severity (McLellan et al., 1992). ASI 
composite scores use key items to produce a continuous 
composite score for each domain (0-1, with higher scores 
designating a greater severity). Additionally, we used a single 
measure to assess “perceived need for help” by recoding 
questions from the two alcohol and drug indices, “How 
important to you is treatment for these (alcohol/drug) prob-
lems?” The four possible response categories were recoded 
as extremely versus else. (Answering extremely to either 
[or both] was coded as 1 and else as 0.) We chose this item 
because it has been a signifi cant predictor of help seeking in 
alcohol and treatment samples (Shen et al., 2000; Weisner et 
al., 2001). Although several studies (but not all) have shown 
the ASI to be a reliable and valid instrument (Mäkelä, 2004; 
McLellan et al., 1985), the self-perceived need for treatment 
item has not been tested as a valid measure of need or moti-
vation (Shen et al., 2000).
 We used another baseline question to assess intent. This 
measure, which asked about one’s goal for drinking, used 
a slightly different root question and slightly different re-
sponse categories in the two studies. The Swedish sample 
was asked, “Which of the following best describes what you 
want from treatment, in terms of your drinking….” The U.S. 
sample was asked, “Ideally, what if anything, would you like 
to do about your use of alcohol….” Response categories in 
both studies ranged from stop completely to cut down to do 
nothing. For comparability, these response categories were 
dichotomized (stop completely vs. else). Also, we chose the 
two-category response, because it is ideologically consistent 
with the dominating mutual-help organizations represented 
in both studies, that is, AA, NA, Cocaine Anonymous (CA), 
and the Swedish Links.
 Both studies used a checklist of symptoms to diagnose 
alcohol and drug dependence. For the Swedish sample, this 
included the 10-item measures of the International Classifi -
cation of Diseases-Tenth Revision (ICD-10; World Health 
Organization, 1992). For the U.S. sample, this included the 
Diagnostic Interview Schedule for Psychoactive Substance 
Dependence from the Diagnostic and Statistical Manual of 
Mental Disorders, Fourth Edition, Text Revision (DSM-
IV-TR; American Psychiatric Association, 2000). Both 
the ICD-10 and the DSM-IV are psychometrically robust, 
perform equally well in determining substance dependence, 

and have minimal differences (Hasin et al., 2006; Saunders, 
2006). Because persons could be alcohol and/or drug depen-
dent, we also recoded these measures as “alcohol and drug 
dependent” versus “else” for models testing help-seeking 
correlates of mutual-help attendance.
 Formal infl uences. We created a dichotomized baseline 
measure for involvement in any formal alcohol and drug 
treatment services (yes vs. no) in the year before entering 
the study using the various types of specialized treatment 
programs available to clients in the two studies. At the 
baseline interview, both studies also asked questions about 
formal and informal sources of suggestions (measures of 
mild coercion) to seek the current treatment. We recoded 
these multiple sources into four summary groups (three for 
formal sources and one for informal sources). Suggestions 
from the three formal sources could have come from the 
employment environment (e.g., employer, supervisor, em-
ployee assistance program, or co-worker), from health and 
human service agencies (e.g., doctor or other medical care, 
and psychiatric, social welfare, or formal substance-use treat-
ment services), or from legal sources (e.g., lawyer, judge, or 
probation offi cer).
 Informal infl uences. The fourth source for treatment sug-
gestions could have come from informal sources, that is, 
persons in one’s social network (e.g., partner, family, and 
friends). Both studies also asked clients about the magni-
tude of informal social network support available, that is, 
the number of people available to talk to about most things. 
These questions are from the Social Network Assessment 
(Kaskutas, 1995).
 At baseline, the clients were asked about their lifetime 
and past 12-month mutual-help group attendance. Mutual-
help group attendance for the Swedish sample was generated 
from a single question that asked about AA, NA, the Swed-
ish Links, and “other” similar groups. In the U.S. sample, it 
was generated from separate queries for AA, NA or CA, and 
any “other” mutual-help group. To obtain consistency with 
the Swedish data, this was recoded into a single measure 
(attended vs. not).
 One-year follow-up attendance (dependent variable). At 
follow-up, clients were asked about their mutual-help group 
attendance between baseline and the 1-year interview, not 
counting their baseline treatment. In addition to looking at 
rates of attendance, we used this 1-year follow-up measure 
as our dependent variable to test associations between at-
tendance (coded attended vs. not) and selected help-seeking 
covariates, namely, individual characteristics (marital status, 
live with children, psychiatric severity, perceived treatment 
need, drinking goal, and dependence), formal infl uences (pri-
or treatment; suggestions from employment, health/human, 
and legal sources), and informal infl uences (suggestions 
from friends/family, social network size, and prior mutual 
help).
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Data analysis

 Statistical analyses were completed separately for the 
Swedish and U.S. samples using sample-specifi c weights. 
Baseline differences between men and women were tested 
using one-way analysis of variance (continuous variables) 
and Pearson chi-square tests (categorical variables). These 
comparisons allowed us not only to test for gender differ-
ences within each sample but also to describe how the two 
samples compared at treatment initiation.
 Rates of follow-up attendance. A two-step approach was 
used to examine gender differences in rates of mutual-help 
group attendance following treatment. We fi rst used bivariate 
tests (Pearson chi-square) to compare rates by gender, and 
then we tested a multivariate logistic regression model (one 
for each sample) predicting attendance (follow-up), with 
gender as a covariate and controlling for those baseline dif-
ferences that varied by gender in the bivariate tests.
 Covariates associated with attendance. To test whether 
selected baseline help-seeking measures were associated 
with mutual-help attendance following treatment, we fi rst 
used correlation coeffi cient analyses to examine the strength 
and direction of relationships between our various help-
seeking correlates and to check for multicollinearity among 
the various measures. In these analyses, we found that ASI 
alcohol severity and alcohol dependence were highly corre-
lated (R2 ≥ .63 in both samples), as were ASI drug severity 
and drug dependence (R2 ≥ .70 in both samples). Thus, we 
chose to use the substance-dependence measures and drop 
the ASI measures in remaining tests. In addition, lifetime 
and past-year formal treatment and lifetime and past-year 
mutual-help measures were highly correlated in both samples 
(R2 ≥ .61). Therefore, we only included the lifetime measures 
in multivariate models (all other correlations were small to 
moderate in magnitude). We then regressed mutual-help 
group attendance (reported at follow-up) on each baseline 
help-seeking correlate, adding an interaction term for gender 
by help-seeking correlate into each separate regression equa-
tion. Lastly, a simultaneous logistic regression model (one 
for each sample) was estimated using signifi cant (p ≤ .10) 
help-seeking predictor variables detected in the prior step. 
We entered these as three blocks so that the contribution of 
each set of help-seeking measures (individual, formal, and 
informal) could be estimated (R2).

Results

Gender differences at baseline

 Swedish sample. Although of similar age (the majority 
were ≥43 years old), men and women in the Stockholm 
County sample were statistically different on other demo-
graphic characteristics at baseline (Table 1). More women 
had attained higher education than men (26% vs. 15% had 

postgymnasium studies or higher); women were more likely 
to have nonadult children living with them (24% vs. 12%); 
and, although rates for being married/cohabitating were low 
for both genders, women (30%) were more likely to be in 
a relationship than men (20%). Although both women and 
men were dependent primarily on alcohol (62% and 59%) 
and fewer were dependent on drugs (32% for both genders), 
women were more likely than men to be dependent on both 
alcohol and drugs (15% vs. 10%). We found gender differ-
ences in four other ASI domains. Women reported higher 
composite scores than men on ASI family/social (.232 vs. 
.175), ASI psychiatric (.261 vs. .212), and ASI medical (.338 
vs. .300, p ≤ .10) domains; men scored higher on the ASI 
legal domain (.113 vs. .061).
 Both genders had sought prior lifetime treatment at 
similar rates (62% for men and 66% for women). Men and 
women similarly received suggestions to consider treatment 
for their substance-use problem from family, friends, and 
acquaintances (33% and 29%) and from health and social-
welfare service providers (62% and 63%). Men were more 
likely than women to receive suggestions from an employer 
or coworker (14% vs. 9%) and from someone in the legal 
system (14% vs. 7%), although these rates were low for both 
genders. About two thirds set a drinking goal to something 
other than stopping completely.
 U.S. sample. As in the Swedish sample, men and women 
in the U.S. sample were of similar age (the majority <50 
years of age), women were more likely to be in a relation-
ship (70% vs. 61%), and women were more likely to be 
living with nonadult children (42% vs. 23%). U.S. women 
reported statistically higher composite scores on ASI fam-
ily/social (.355 vs. .241), ASI medical (.323 vs. .261), and 
ASI psychiatric (.444 vs. .364) domains, and men reported 
higher ASI legal composite scores (.145 vs. .123, p ≤ .10).
 Rates for alcohol- or drug-dependence diagnoses were 
similar for both genders (about 50%, with alcohol depen-
dence only slightly higher in both genders), but men were 
somewhat more likely to be dependent on both substances 
(28% vs. 22%). Men reported more prior lifetime treatment 
(76% vs. 59%). Except for suggestions from family, friends, 
and acquaintances (men received 10% more), suggestions 
to seek treatment for a substance-use problem from other 
sources were similar for both genders. Most men and women 
in the U.S. sample set a drinking goal to stop completely 
(74%).

Gender differences in mutual-help group attendance 
following treatment: Swedish and U.S. samples

 Swedish men and women reported attending mutual-help 
groups (Table 1) at similar lifetime rates (60% and 58%, 
respectively), as did both men and women in the U.S. sample 
(88% and 86%). No gender differences emerged for atten-
dance in the period following treatment in either sample. 
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However, rates were more than twice as high for U.S. men 
and women (72% for both genders), compared with Swed-
ish men and women (32% and 37%, respectively; results not 
shown). Multivariate tests that controlled for baseline gender 
differences supported these bivariate fi ndings; that is, no 
gender differences in 1-year attendance were found in either 
sample (results not shown).

Correlates of mutual-help attendance at 1-year follow-up

 Only baseline measures that were associated (p ≤ .10) 
with mutual-help group attendance at follow-up in our fi rst-
step logistic regression models were included in our second-
step simultaneous regression models. Interaction terms were 
included in the multivariate models only if effects of the 
covariates varied by gender in the fi rst-step models. We also 
added baseline measures that were signifi cantly different by 
gender but not in our list of selected help-seeking covariates 
to the models to control for any gender bias. Thus, each 

multivariate model (one for each sample) had its own unique 
set of covariates specifi c to the sample. Table 1 displays all 
candidate covariates considered for the fi nal models (noted 
by a check mark [√] in the last column). Although we en-
tered help-seeking measures as three blocks of data in the 
simultaneous models, only help-seeking covariates that re-
mained signifi cant in the last block are displayed in Table 2. 
Odds ratios (ORs) and 95% confi dence intervals are shown 
for each sample.
 Swedish sample. Several of the various baseline measures 
found signifi cant (p ≤ .10) in the separate regression models 
continued to be signifi cantly associated with 1-year follow-
up mutual-help group attendance in the fi nal simultaneous 
model for one or both genders in the Swedish sample (see 
Table 2). For both genders, follow-up mutual-help group at-
tendance correlated positively with having a treatment goal 
to stop drinking (OR = 2.0, p < .000), perceiving the need 
for treatment as extremely high (OR = 1.4. p < .019), getting 
treatment suggestions from persons in one’s employment 

TABLE 1.    Baseline characteristics of men and women initiating treatment in the Swedish and U.S. samples

 Swedish sample U.S. sample

Variable M F Total M F Total

(n)  (1,123) (402) (1,525) (566) (360) (926)
Age, mean 44 43 43 39 38 39
Age, %
 18-34 24 26 25 36 40 37
 35-49 40 42 40 50 48 49
 ≥50 36 32 35 14 12 13
Married/cohabitation, % 20 30*** 23 29 33** 30 √
Live with nonadult children, % 12 24*** 16 23 42*** 29 √
Education, %
 <3 year gymnasium/<high school 38 35*** 37 24 20 22
 3 year gymnasium/high school/GED 47 40 45 50 53 51
 Postgymnasium/>high school 15 26 18 27 27 27
ASI alcohol, mean .3740 .3788 .3753 .3783 .3548 .3702
ASI drug, mean .0778 .0738 .0767 .1318 .1256 .1297
ASI psychiatric, mean .2116 .2609*** .2253 .3642 .4436*** .3914 √
ASI family/social, mean .1752 .2321*** .1911 .2405 .3552*** .2800
ASI legal, mean .1126 .0605*** .0980 .1449 .1228† .1373
ASI medical, mean .3000 .3379† .3106 .2610 .3229* .2822
Perceived need extreme, % 39 41 40 60 65 62 √
Drinking goal to stop completely, % 38 36 37 73 77 74 √
Alcohol dependent, % 59 62 60 56 53 55
Drug dependent, % 32 32 32 53 48 51
Both alcohol and drug dependent 10 15** 11 28 22* 26 √

Formal treatment, lifetime, % 85 86 86 76 59*** 71 √
Formal treatment, past 12 mo., % 62 66 63 45 41 43
Employment setting suggestions, % 14 9** 13 6 7 7 √
Legal system suggestions, % 14 7*** 12 6 6 6 √
Health/human service suggestions, % 62 63 62 17 15 16 √
No. supportive persons in network, mean 3.7 3.2 3.5 5.0 4.0 4.6 √
Family and friend suggestions, % 64 65 64 52 42** 48 √
Attended mutual help, lifetime, % 60 58 60 88 86 87 √
Attended mutual help, past year, % 29 32 30 73 64** 70

Notes: Chi-square and analyses of variance were used to test differences by gender (M = males, F = females), disaggregated by sample. √ indicates 
the measure was tested as a help-seeking correlate (independent variable) of mutual-help attendance following treatment (dependent variable). 
Bold indicates statistical signifi cance. Italics indicates statistical signifi cance approached p < .05. GED = general equivalency diploma; ASI = 
Addiction Severity Index; mo. = month.
†p ≤ .10; *p < .05; **p < .01; ***p < .001.
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environment (OR = 2.1, p < .000), being dependent on both 
alcohol and drugs (OR = 2.4, p < .000), and ever attend-
ing a mutual-help group (OR = 2.6, p < .000). Differences 
emerged by gender. For women, living with nonadult chil-
dren (OR = 2.4, p = .04) and having more close persons to 
talk with (OR = 1.1, p = .007) predicted attendance. For men, 
getting treatment suggestions from the legal system (OR = 
1.8, p = .03) predicted attendance. Just more than 20% of 
the variance was explained in the fi nal model (Nagelkerke 
pseudo-R2 approximation = .220), with most of the estimated 
variance coming from individual factors estimated in the fi rst 
block (Nagelkerke R2 = .132).
 U.S. sample. As with the Swedish sample, several mea-
sures in the simultaneous-entry model continued to be 
positively associated with mutual-help group attendance 

at the 1-year follow-up for one or both genders in the U.S. 
sample (Table 2). For both men and women, these included 
having a drinking goal to stop completely (OR = 2.3, p < 
.000); perceiving the need for treatment as extremely high 
(OR = 2.1, p = .001); getting treatment suggestions from 
one’s boss or a fellow employee (OR = 4.6, p = .014); ever 
attending mutual-help groups (OR = 3.3, p < .000); and 
having lower psychiatric severity (OR = 0.3, p = .024). For 
women, but not for men, the odds of follow-up attendance 
increased for those who were both alcohol and drug depen-
dent (OR = 3.8, p = .014). In addition, the odds of attendance 
increased by 13% for each additional person a woman had in 
her social network to talk with (OR = 1.1, p = .039). Twenty-
seven percent of the estimated variance was explained in the 
fi nal model (Nagelkerke R2 = .272). As with the Swedish 

TABLE 2.    Signifi cant individual, formal, and formal factors associated with mutual-help 
attendance at 1-year follow-up in multivariate regression analysis

Variable OR 95% CI

Swedish sample
 Both genders
  Goal to stop drinking completely vs. else 1.96 [1.45, 2.65]***
  Perceived need for treatment extreme vs. else 1.44 [1.06, 1.96]*
  Both alcohol and drug dependent vs. else 2.44 [1.57, 3.80]***
  Employment suggested treatment vs. not 2.08 [1.39, 3.10]***
  Attended mutual help, lifetime vs. not 2.62 [2.00, 3.81]***
 Females only  
  Live with nonadult children vs. not 2.37 [1.31, 4.28]*
  No. of supportive friends 1.14 [1.03, 1.26]**
 Males only  
  Legal system suggested treatment 1.77 [1.05, 2.90]*
U.S. sample
 Both genders
  Goal to stop drinking completely vs. else 2.34 [1.47, 3.72]***
  Perceived need for treatment extreme vs. else 2.11 [1.37, 3.24]**
  Went to formal treatment, lifetime vs. not 1.63 [1.02, 2.61]*
  Employment suggested treatment vs. not 4.58 [1.36, 15.4]*
  Attended mutual help, lifetime vs. not 3.38 [1.84, 6.20]***
  ASI psychiatric severity 0.33 [0.12, 0.86]*
  Live with nonadult children vs. not 0.61 [0.38, 0.97]*
 Females only  
  Both alcohol and drug dependent vs. else 3.79 [1.31, 10.9]*
  No. of supportive friends 1.13 [1.01, 1.27]*

Notes: Only signifi cant fi ndings are shown above for the fi nal multivariate logistic re-
gression models in the two samples. Final multivariate models included the following 
measures. Swedish sample: (Block 1) gender, lives with children, Gender × Lives With 
Children, drinking goal, perceived treatment need, both alcohol and drug dependent, 
Gender × Both Alcohol Dependent, Addiction Severity Index (ASI) psychiatric severity; 
(Block 2) prior treatment, Gender × Prior Treatment, employment suggestions, legal sug-
gestions, Gender × Legal Suggestions; (Block 3) lifetime mutual help, no. of supportive 
friends, Gender × No. of Supportive Friends, family/friend suggestions, Gender × Fam-
ily/Friend Suggestions. Education and ASI family severity, medical severity and legal 
severity were added to the model to adjust for baseline gender differences. U.S. sample: 
(Block 1) gender, lives with children, drinking goal, treatment need, both alcohol and 
drug dependent, Gender × Both Alcohol and Drug Dependent, ASI psychiatric severity; 
(Block 2) lifetime treatment, employment suggestions, service suggestions, Gender × 
Service Suggestions; (Block 3) no. of supportive friends, Gender × No. of Supportive 
Friends, family/friend suggestions, lifetime mutual help. Marital status and ASI family 
severity and legal severity were added to the model to adjust for baseline gender differ-
ences. OR = odds ratio.
*p < .05; **p < .01; ***p < .001.
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sample, most of the estimated variance came from individual 
factors (Nagelkerke R2 = .163).

Post hoc analyses

 Although mutual-help groups in both countries (AA, 
NA, or CA; the Swedish Links; and other groups, such as 
Women for Sobriety, Secular Organizations for Sobriety, 
and Rational Recovery) view abstinence as the desired goal 
for the alcoholic or addict (Mäkelä et al., 1996, p. 215), we 
were nonetheless interested in the types and mix of groups 
that clients attended. Unfortunately, this level of information 
was not available for the Swedish sample (although AA and 
the Swedish Links are the predominant mutual-help groups). 
For the U.S. sample, however, we found that, among the 
72% who attended mutual-help groups in the year follow-
ing treatment, 51% attended only AA groups, 7% attended 
only NA/CA groups, 2% attended only other “unspecifi ed” 
groups, and 40% attended a combination of these groups.

Discussion

Rates of mutual-help group attendance

 A primary aim of this research was to compare men and 
women in representative treatment samples from studies 
with parallel study designs, one conducted in Sweden and 
the other in the United States, to explore whether rates and 
correlates of mutual-help attendance following treatment 
differed by gender, both within and between countries. Thus, 
we can see that the mutual-help group movement appears to 
have had stronger infl uence on U.S. men and women than 
Swedish men and women. This is most evident in the higher 
rates of mutual-help group attendance for U.S. clients, both 
before their current treatment episode (nearly 1.5 times 
greater than the Swedish sample) and following treatment 
(>2 times greater). Regarding gender, rates of attendance 
were very similar for men and women within the respective 
samples.

Clients at treatment initiation

 Before drawing any conclusions on associations between 
help-seeking factors and mutual-help group attendance in 
the posttreatment period, and considering gender, we fi rst 
need to discuss how different these two samples were at 
treatment initiation. To provide a contextual framework for 
summarizing our fi ndings, a good deal of our introduction 
covered the historical underpinnings of mutual-help groups 
and alcohol and drug treatment systems in the two countries. 
Unanticipated sample differences at treatment initiation add 
another layer of information to possible conclusions. Table 
1 provides us with a good picture of these differences. Rela-
tive to Swedish treatment clients, U.S. treatment clients were 

younger, more were married/cohabitating, more had nonadult 
children living with them, and fewer had less than a high 
school/gymnasium education. In terms of problem severity, 
U.S. clients reported higher rates of drug dependence (>30% 
greater), and they reported noticeably higher severity ratings 
on ASI family/social, legal, and psychiatric indices. Accord-
ingly, U.S. clients also perceived their need for treatment to 
be higher than Swedish clients. More information is required 
to explain why the U.S. sample, although somewhat younger 
and with seemingly better social supports (e.g., more edu-
cated, more married/cohabitating), reported greater problem 
severity in more life areas than the Swedish clients.
 The prevalence, patterns, and types of substances used 
may account for some differences in the two countries. Drug 
problem indicators were higher in the U.S. sample where, 
compared with the Swedish clients, ASI alcohol and drug 
scores were greater and more than twice as many clients 
were dependent on both alcohol and drugs (although the 
gender patterns were reversed). Although not directly avail-
able from these data, the dual use of alcohol and drugs may 
have contributed to greater problem severity at a younger age 
for U.S. clients. Or, perhaps the higher legal and psychiatric 
severities among U.S. clients are refl ections of lower acces-
sibility to social-welfare allowances in the United States, 
compared with Sweden.
 As for similarities, nearly two-thirds of the clients in both 
samples had received suggestions to seek treatment from 
family members, friends, and other acquaintances. A strik-
ing difference, however, was the fi nding that Swedish clients 
received suggestions to seek treatment for their current 
episode from persons in the medical, social, and psychiatric 
services sector by a factor of three times that of the U.S. 
clients—again, perhaps the result of a more integrated public 
system for social and health service provision in Sweden 
than in the United States. The most salient similarities be-
tween the samples related to gender. In both samples, women 
were more likely than men to be in a marriage-like relation-
ship, and they were more likely to be living with nonadult 
children. (Although these gender differences were similar for 
both countries, the U.S. rates were about twice the Swedish 
rates.) Moreover, at treatment initiation, Swedish and U.S. 
women reported greater ASI psychiatric, family/social, and 
medical severity. Men in both samples reported higher ASI 
legal severity.
 Although women are often underrepresented in treatment 
research (Emrick et al., 1993), outcomes research shows that 
they are more likely than men to enter treatment with more 
severe problems, including greater psychological distress 
and greater marital and family instability, and that men are 
more likely to enter treatment involuntarily through confron-
tations, especially with legal authorities (Beckman, 1993; 
Green, 2006). Overall, our fi ndings are consistent with this 
and other research that has shown severity and measures of 
coercion and motivation, such as workplace pressures and 
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the clients’ perception of treatment need, to be predictive of 
treatment initiation (Weisner et al., 2001).

Correlates of mutual-help group attendance

 Moving to correlates of mutual-help attendance, absti-
nence as a treatment goal, perceived need for treatment, sug-
gestions from persons in one’s employment setting, and prior 
mutual-help attendance all related to meeting attendance 
following treatment for both genders in the Swedish sample. 
We have one other Swedish study to use as a comparison 
(Bodin, 2006). This study looked at follow-up AA affi lia-
tion (meeting attendance plus AA activities) among clients 
recruited from a private inpatient treatment program that 
required attendance at a minimum of one AA or NA meeting 
as part of aftercare. Similar to our results, two measures were 
signifi cantly associated with AA affi liation for both genders 
at the 1-year interview. These were pretreatment exposures 
to AA and abstinence as a treatment goal. Further analysis 
is required with the Swedish sample to see if treatment 
type (e.g., Minnesota Model treatment) correlates with mu-
tual-help group attendance. Moreover, persons with greater 
problem severity may be more likely to attend residential 
programs and attend mutual-help groups.
 Many help-seeking factors predictive of attendance in 
the Swedish sample were also predictive in the U.S. sample. 
However, a single gender fi nding emerged for women in both 
samples; that is, having a network of trusted friends to talk 
to about personal problems was associated with attendance. 
Given our fi ndings, caregivers may want to offer more en-
couragement to women with weak social networks to become 
engaged in a mutual-help fellowship while in treatment. A 
recent U.S. randomized clinical did just this and found that 
clients linked to 12-step volunteers, in addtion to receiving 
a schedule for local 12-step meetings and being encouraged 
to attend (usual care), not only improved 12-step group at-
tendance but also improved substance-use outcomes (Timko 
and Debenedetti, 2007).
 For both samples, having an abstinence goal, an extreme 
perceived need for treatment, prior mutual-help attendance, 
and employment suggestions predicted follow-up atten-
dance. One clear difference emerged. Although the absti-
nence drinking goal predicted attendance in both samples, 
a majority of men and women in the U.S. sample set a 
drinking goal to stop completely, whereas the majority of 
Swedish clients set a drinking goal to something other than 
stopping altogether. This difference may be evidence of a 
greater integration of 12-step ideologies in most treatment 
programs in the United States (public and private). Even 
Therapeutic Community model programs, which serve as 
the third most dominate treatment philosophy in the United 
States and the predominant mode of residential therapy for 
drug dependence (De Leon, 2000), have grown to include 
12-step oriented groups (Troyer et al., 1995). In contrast, 

the advent of institutional 12-step treatment began in Swe-
den in the mid-1980s when Minnesota-type programs fi rst 
opened as small private programs. The 12-step ideology, 
although part of Minnesota Model programs, appears to be 
less integrated into the Swedish treatment system as a whole 
than in the U.S. treatment culture. Moreover, the steady rise 
in AA membership began earlier in the United States than 
in Sweden. It may also be the case that Swedish clients are 
identifi ed and brought into the system of care at an earlier 
stage in their problem use than U.S. clients (as evidenced by 
lower severity in this sample overall and higher suggestions 
from service providers to get treatment) and can return to 
nonproblematic low-risk drinking, as indicated by some U.S. 
research (Dawson et al., 2006, 2007).
 An emerging literature suggests that the natural course of 
substance dependence includes recurrent cycles of relapse 
and recovery, and indicates that multiple episodes of care 
over several years are the norm (Dennis et al., 2005). In our 
two samples, more than two thirds of the clients had sought 
treatment before their current treatment episode, and about 
two thirds had attended mutual-help groups at some point 
in their lifetime. If substance-use disorders are to be evalu-
ated and treated like other chronic illnesses, as suggested 
by other studies—with extended interventions that vary in 
intensity across time to match changes in symptoms and 
other idiosyncratic factors (McKay, 2005; McLellan et al., 
2000)—mutual-help groups seem to have a functional place 
within a full continuum of care (Humphreys and Moos, 
2007; Kelly et al., 2006). In any culture, AA may provide an 
accessible means to obtain continuous (or intermittent) help 
in conjunction with (or without) specialized alcohol and drug 
treatment.
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